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the primary aims of this article are to describe the current context for youth shared decision making (sDm) within the U.s. children’s mental 
health system and to identify important considerations for the development of this approach as a research and service domain. the notion 
is substantiated in the literature that participation in treatment decisions can prepare youth for making their own decisions as adults, can be 
therapeutic, and can have positive effects on their self-confidence and self-esteem. still, the complex youth–family–provider dynamic raises 
important issues that need to be addressed before sDm can be successfully implemented.
imPliCations FoR PRaCtiCe
•	 Developing a youth sDm model will involve practitioner training, train-
ing for youth and parents, defining roles for youth and parents, con-
sent, confidentiality, service delivery factors, and identifying outcomes.
Shared decision making (SDM) is a growing tradition in the management of chronic illnesses, whereby medical decisions result from collaborative consultation between the patient and 
his or her caregivers and physicians. This is in contrast to conven-
tional approaches, which can range from complete deference to the 
provider—with no input from the patient or the patient’s caregiv-
ers—to placing the majority of the responsibility with the client via 
“informed choice.” In this latter approach, practitioners lay out all of 
the options and the client makes a choice, independent of the practi-
tioner’s guidance (Charles, Whelan, Gafni, Willan, & Farrell, 2003).
Until recently, SDM approaches have focused on decisions related to 
physical ailments such as asthma, breast and prostate cancer, diabetes, 
or cardiac rehabilitation (Butz, Walker, Pulsifer, & Winkelstein, 2007; 
Corser, holmes-rovner, Lein, & Gossain, 2007; Volk, Cass, & Spann, 
1999; Williams, Jones, Elwyn, & Edwards, 2008). only in the past few 
years has SDM received attention and acceptance as a necessary com-
ponent of adult behavioral health care (Adams & Drake, 2006; Deegan 
& Drake, 2006; Deegan, rapp, holter, & riefer, 2008). Acceptance of 
SDM as an approach for youth consumers of mental health services 
and their families has been relatively slow to follow suit (dosreis & 
Myers, 2008) despite acceptance for use with decisions about physical 
ailments similar to that documented with adults. Participation in gen-
eral acute care pediatric units and shared decisions about treatment 
plans for chronic conditions such as asthma and diabetes suggest that 
youth want to be involved in decisions about treatment (Coyne, 2006; 
Kelsey, Abelson-Mitchell, & Skirton, 2007); have the capacity for in-
volvement in decisions about treatment (Alderson, Sutcliffe, & Curtis, 
2006); need support and encouragement to participate fully in SDM 
(Butz et al.); and can be more engaged in decision making if decision 
tools, such as visual aids and role modeling, are used (Butz et al.).
however, studies indicate that SDM, while valued as a primary te-
net of ideal patient–practitioner communication, is likely not carried 
out in practice (S. Ford, Schofield, & hope, 2006; Karnieli-Miller & 
Eisikovits, 2009; Seale, Chaplin, Lelliott, & Quirk, 2006). The oppor-
tunity to avoid similar discordance or mere “lip service” in the devel-
opment of a youth and family SDM model for psychotropic medica-
tion prompted the need for the current article. In other words, rather 
than simply promoting the value of collaborative decision making, 
what is needed is a detailed process by which youth and families can 
be engaged (Baston, 2008). Without this specific attention, it is likely 
that the practitioner will resort to traditional authoritarian approach-
es, which can bypass the challenges of a collaborative dialogue with 
a youth and his or her caregiver. Moreover, the added complexity of 
youth and parent or caregiver involvement in medical decisions—as 
opposed to the direct, one-on-one relationship between an adult pa-
tient and provider—necessitates focus on a youth–parent–provider 
model in its own right.
Thus, the primary aims of this article are to describe the current con-
text for youth SDM within the U.S. children’s mental health system and 
describe practical issues to consider in seeking to develop or enhance 
an SDM process between youth (ages approximately 14 to 17 years) and 
families navigating choices related to psychiatric medications.
Current Context: U.S. Children’s Mental  
Health System
Deinstitutionalization, the advent of managed care, and the emer-
gence of the consumer and survivor movements significantly changed 
the landscape of community mental health services, beginning with 
increased involvement of adult consumers (Mechanic, 1999). As such, 
SDM with adult mental health consumers is inextricably linked to 
adult consumer movements, which have fought in the last quarter 
century against the traditional medical model, which holds that per-
sons with mental illness are unable to make decisions about their own 
health care. It has only been in the past 10 years that we began the 
shift from a provider-driven service delivery system in which youth 
and family members were regarded as somewhat passive recipients of 
provider instructions, to a more family-driven system in which youth 
and parents partner with providers in all aspects of care, including 
decision making, service delivery, and accountability (osher, Quinn, 
& hanley, 2002; osher, Koyanagi, Pires, McCarthy, & Webman, 1997; 
osher, 1998).
There is now a growing trend toward youth involvement in mental 
health systems of care, policymaking, and advocacy (Materese, Mc-
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Ginnis, & Mora, 2005; osher & osher, 2002).1 Evidence suggests that 
youth involvement in mental health systems of care leads to positive 
outcomes, including increased self-confidence, improved behavior 
and leadership skills, and improved programs designed to support 
youth (Gyamfi, Keens-Douglas, & Medin, 2007). Despite this recog-
nition, youth involvement initiatives have primarily related to deci-
sions that affect services at system or organizational levels. In com-
parison, SDM involves making decisions about individual medical 
treatment options.
What Is Shared Decision Making With Youth?
Empowerment through partnership. Part advocacy, part clini-
cal intervention, empowerment of youth and caregivers is a natural 
outcome of a SDM process. Both parties are actively involved in de-
termining the best course of treatment, and treatment decisions are 
based on agreement from both parties (Charles, Gafni, & Whelan, 
1997). Unlike the traditional model, in which practitioners prescribe 
and make all treatment decisions, SDM is based on a relationship-cen-
tered approach (Elwyn, Edwards, Kinnersley, & Grol, 2000; Epstein, 
Alper, & Quill, 2004). As such, it depends on good communication 
and the development of a trusting relationship between the client and 
practitioner (Adams & Drake, 2006; Elwyn et al., 2000; Schauer, Ever-
ett, del Vecchio, & Anderson, 2007).
The goal of traditional models is often to increase a client’s 
conformity to the practitioner’s ideas about best treatment options 
(Deegan & Drake, 2006). SDM, on the other hand, empowers clients 
by assuming that both the client and practitioner are experts who can 
share information and collaborate throughout the treatment process 
(Deegan & Drake, 2006; Perlman & Dougherty, n.d.). Promoting this 
empowerment also requires the acknowledgment of a client’s right to 
be involved in decisions about his or her health and treatment and the 
active encouragement of client participation in decision making by 
the practitioner (Fraenkel & McGraw, 2007a, 2007b).
Empowerment through sharing information. According to the 
guiding principles of family-driven care, families and youth should 
be given accurate information to support goal-setting and decisions 
(Substance Abuse and Mental health Services Administration [SAM-
hSA], 2008). Interviews with patients between the ages of 9 and 15 
who were receiving treatment in a British pediatric unit indicated that 
the children wanted information to help them understand their ill-
ness. Moreover, interviewees reported that they “felt happy, reassured 
and treated as a person with rights” when provided with information 
about their care (Coyne, 2006, p. 65).
In a study concerning decisions about psychotropic medication 
treatment for youth, parents reported seeking information about 
treatment from multiple sources. Sources included other family 
members, school personnel, and the Internet. however, the majority 
of parents relied heavily on the expertise and guidance of profession-
als and described their child’s psychiatrist as the “most reliable source 
of information” for medication decisions (Lambert, Friedman, Jerz, & 
hacker, 2008, p. 5). Indeed, due to the relative newness of SDM, youth 
and families may rely on practitioners to be responsible for treatment 
decisions based on traditional roles in the decision process (Edwards 
et al., 2006). Therefore, parents and their children must acquire both 
information and tools to use this information to participate in medi-
1 A mental health system of care is a coordinated network of comprehensive ser-
vices for children experiencing emotional and behavioral disorders and their families. 
According to system of care principles, mental health care for children “should be 
comprehensive, coordinated, community-based, individualized, culturally competent, 
child centered, and family focused”(Friesen, 2005, p. 6).
cal treatment decisions. Techniques for sharing information with 
youth include using visual aids, role playing, and modeling examples 
(Butz et al., 2007).
Empowerment through appropriate involvement. respecting 
a client’s right to be involved in decisions should be balanced with 
respect for the client’s preferred level of involvement in medical de-
cisions (Edwards & Elwyn, 2006; Elwyn et al., 2000; Levinson, Kao, 
Kuby, & Thisted, 2005). Indeed, according to Sevdalis and harvey 
(2006), the “cornerstone of shared decision-making is patient prefer-
ences” (p. 245). Practitioners may be concerned about adding stress 
to patients by involving them in shared decisions, and patients may 
not desire the level of responsibility accompanying increased involve-
ment (Edwards & Elwyn). Although patient or client preference may 
vary, there is evidence that, in general, patients and clients desire some 
level of involvement in a decision-making process, with more patients 
preferring a shared versus autonomous process (Deber, Kraetschmer, 
Urowitz, & Sharpe, 2007; Stacey et al., 2008; Thornton, Edwards, & 
Elwyn, 2003).
Youth and Family Involvement in Mental Health 
Decision Making
Developmental Considerations
In adolescence, as young people shift from a family focus to greater 
identification with community and peers, developmental tasks be-
come primarily social (huffine, 2005). For youths experiencing men-
tal illness, this process can be problematic. There is the potential for 
youth to become too dependent on their parents or, at the other ex-
treme, to rebel against their parents in ways that can increase their 
risk for social and emotional difficulties (huffine). Making decisions 
about treatment can support healthy adolescent development and pre-
pare teens for their transition to adulthood (huffine). Furthermore, 
opportunities to make decisions about mental health care can be ther-
apeutic (Costello, 2003). however, it is important to involve families 
in treatment in ways that will meet an adolescent’s healthy develop-
mental needs and enhance the family’s strength.
In a discussion about the involvement of children and adolescents 
in medical decision making, McCabe (1996) asserted that “the process 
needs to be respectful of both children’s rights to self-determination 
and the integrity of families, since family friction can be more harm-
ful than not involving the child” (p. 514). Families and caregivers are 
important resources for children and adolescents throughout their 
lives (Cooper, rimm, & Arensdorf, 2007). In focused interviews about 
their perceptions of participation in decision making, 12- to 16-year-
olds in an acute care environment reported that they wanted to be 
included in decisions, felt alienated when their physicians spoke only 
to their parents, and characterized lack of communication as a key 
barrier to inclusion in decision making (Kelsey et al., 2007). A review 
of mental health literature also indicates that children and adolescents 
want to be involved in decisions that affect them (Dogra, 2005).
Parents and practitioners may have concerns about the develop-
mental capacity of youth to participate in a shared decision (McCabe, 
1996). however, there is evidence that children and adolescents have 
the capacity to participate in decisions about their own medical treat-
ment. For example, a review of SDM in the treatment of children’s 
diabetes indicates that children “sometimes have a much more sophis-
ticated capacity for taking charge of their own health care decisions 
than is usually recognized in bioethics” (Alderson et al., 2006, p. 25). 
Managing chronic conditions such as diabetes involves daily deci-
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sions about lifestyle choices and taking medications. When parents 
are not available, such as during the school day or during social activi-
ties with peers, children still have to make decisions about managing 
their condition (Alderson et al.). A study of youth between the ages 
of 12 and 16 in an inpatient pediatric acute care unit demonstrated 
that participants were capable of mature decision making; youth 
even recognized when they lacked information or were not feeling 
well enough to make certain decisions about treatment (Kelsey et al., 
2007). Youth have specific expertise about their bodies and lives. Em-
powering youth to participate in treatment decisions can ensure that 
this expertise informs the treatment process (Lambert et al., 2008).
Preferences for Involvement
Parents may have different preferences for levels of involvement in de-
cision making than their children, and these preferences must be con-
sidered (Coyne, 2006). In interviews with parents of children in a gen-
eral pediatric unit, some parents expressed reservations about their 
children’s involvement in decision making. Parents were concerned 
that their children’s competence and chronological age did not always 
match. Parents also shared worries about the possible emotional re-
percussions for children who are given the responsibility for agreeing 
to treatment (Coyne). Parenting style can affect the boundaries par-
ents place on their children’s autonomous decision making. however, 
evidence suggests that even “permissive parents,” as defined in Baum-
rind’s typology of parenting styles, are less likely to be lenient about 
issues related to an adolescent’s health and safety (Smetana, 1995).2
Providers also need to be aware of the sociodemographic and cul-
tural factors that may influence preferences for levels of involvement. 
Several studies indicate variation by age, gender, and race/ethnicity 
in the acceptance of psychiatric medication and trust in physicians 
(Pescosolido, 2007; Pescosolido et al., 2008; Sleath et al., 2010), but 
very few studies examine patient and provider characteristics related 
to preferences for involvement in health care decisions. Among adults, 
age appears to be negatively associated with preference for involve-
ment (e.g., Cassileth, Zupkis, Sutton-Smith, & March, 1980; Levinson 
et al., 2005; rosen, Anell, & hjortsberg, 2001; Stiggelbout & Kiebert, 
1997). The relationship of other characteristics is less conclusive 
(rosen et al.), although there is some evidence to suggest that more 
men than women (Levinson et al.; Stiggelbout & Kiebert), and more 
African American and hispanic adults than Whites (Levinson et al.) 
prefer to leave medical decisions up to their physicians.
Continuum-Based Perspective of Involvement
A continuum-based approach may be helpful to address these issues 
specific to youth and parent involvement in SDM. McCabe (1996) de-
scribed the need to address varying rates of development among chil-
dren. he recommends that decision making occur on a continuum 
of involvement ranging from (a) children and adolescents receiving 
information but not participating in decisions about their illness and 
treatment, (b) children and adolescents making decisions and setting 
goals with their parents through SDM, and (c) children and adoles-
cents making autonomous decisions about treatment. A continuum 
of involvement would span these three major levels depending on 
the needs of each individual case. Butz et al. (2007) explained that 
although simplistic, a continuum-based approach is intended to ad-
2 Baumrind’s widely used typology describes three parenting styles including: (a) 
authoritative, (b) authoritarian, and (c) permissive. See http://www.devpsy.org/
teaching/parent/baumrind_styles.html for a full description of each parenting style 
(Grobman, 2008).
dress the dynamic and complex interactions among practitioners, 
parents, and their children.
Practitioners can work with parents to assess appropriate levels of 
involvement in this continuum for their children. This work should 
include assessing the child’s capacity and preference for decision 
making (Butz et al., 2007; Dixon-Woods, Young, & heney, 1999; Mc-
Cabe, 1996). Still, evidence suggests that children are not traditionally 
socialized to participate in the medical encounter, so both practitio-
ners and parents may need to actively encourage and verbally rein-
force children’s participation (McCabe; Tates, Meeuwesen, Elbers, & 
Bensing, 2002). In their guidelines to help parents assist children with 
decisions about medication, Cooper et al. (2007) suggested that in-
creasing decision-making autonomy may work best for older teens. 
Furthermore, “graduated levels of decision making” can help adoles-
cents to develop more independence over time and practice decision-
making skills within a safe context (Kuther, 2003, p. 352).
Practical Design Considerations
Developing a youth SDM model for mental health medication treat-
ment will involve a number of design considerations, including 
practitioner training, training for youth and parents, defining roles 
for youth and parents, consent, confidentiality, service delivery fac-
tors, and identifying outcomes of youth SDM. Some of these topics 
are not new to children’s mental health services. Existing solutions 
and models to address these issues may already be available in current 
children’s mental health service policies and procedures. however, a 
way to integrate solutions for these issues within a formal structured 
mental health SDM model for youth is needed now.
Practitioner training. Integrating SDM into practice requires new 
types of skills. Thus, training for practitioners is critical to the success-
ful implementation of SDM (Perlman & Dougherty, n.d.; Thornton et 
al., 2003). Even when practitioners are open to the concept of SDM, 
this approach may not be intuitive to them. In a qualitative study with 
six family physicians, investigators found that physicians were gen-
erally positive about SDM; however, evidence that they were putting 
this process into practice was limited. Specifically, physicians did not 
always present choices in a clear manner. For example, evidence and 
study results on treatment options were not regularly shared with pa-
tients. Investigators also found that plans were not usually created in 
a manner consistent with a partnership approach (Towle, Godolphin, 
Grams, & Lamarre, 2006).
Thus, a set of competencies and a framework within which to prac-
tice SDM skills are needed (Goscha, 2009; Towle & Godolphin, 1999). 
These competencies include developing partnerships and defining 
roles, establishing consistent engagement points for reviewing and 
determining client preference for information, establishing roles for 
auxiliary supports and involvement in decisions to avoid undue bur-
den on the patient, responding to clients’ concerns and expectations, 
identifying and framing treatment choices, helping clients reflect on 
and assess the impact of decisions, negotiating decisions, and devel-
oping an action plan with the client (Goscha, 2009; Towle & Godol-
phin, 1999).
Training for youth and parents. Clients also need encouragement 
and support for their role in the decision-making process. Tradition-
ally, clients have relied on practitioners as a trusted source for infor-
mation and may have concerns about transitioning to a more active 
role in the decision-making process (Edwards & Elwyn, 2006; Lam-
bert et al., 2008). Interviews with participants of an SDM process for 
children with cerebral palsy suggest that parents and children relied 
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on the expertise of their physiotherapists for decision making (Young, 
Moffett, Jackson, & McNulty, 2006). In another study, children were 
asked about their knowledge of various diagnostic procedures they 
had undergone and their perceptions of involvement in decisions re-
lated to them. Investigators found that, overall, participants and their 
parents were not well informed, and even though they participated 
in discussions, their views were not often taken into account in deci-
sions affecting them (runeson, Martenson, & Enskar, 2007). Youth 
and family members may also have unrealistic expectations for treat-
ment, such as desiring a complete cure or symptom elimination in 
cases where this may not be possible. In the case of mental illness, 
there may also be stigma associated with psychiatric disorders (Mur-
ray-Swank, Dixon, & Stewart, 2007). SDM competencies for youth 
and their parents include abilities to define their preferred role in the 
decision-making process; establish a partnership with practitioners; 
communicate their health problems, concerns, and expectations with 
practitioners; evaluate information; and negotiate decisions with 
practitioners (Towle & Godolphin, 1999).
Defining roles for youth and parents. In a study concerning de-
cisions about psychotropic medication, parents and youth indicated 
that in order to ensure an effective exchange of information with 
practitioners, roles for parents and their children must be established 
(Lambert et al., 2008). This is particularly important given the po-
tential disagreements between youth and their parents regarding 
treatment decisions. In a survey with 258 family medical students at 
the University of British Columbia, investigators found that conflict 
resolution and dealing with significant others, including parents, 
were two of the most challenging problems for SDM (Godolphin, 
Towle, & McKendry, 2001a, 2001b). Parents and youth may differ in 
their perceptions of involvement in the decision-making process. In 
a survey of 56 caregiver–child groups managing asthma conditions, 
discrepancies were found between the youth and their caregivers in 
the perceived involvement of the youth in managing their daily medi-
cation decisions. Generally, caregivers overestimated youth involve-
ment (Greenley, Josie, & Drotar, 2006). Because of  potential conflicts 
between parents and youth regarding medical decisions, the roles of 
parents should be clearly defined and a formal framework established 
to engage the participation and consultation of parents and caregiv-
ers (Cleary, Freeman, & Walter, 2006). Alderson et al. (2006) stressed 
that decisions about treatment should involve a process “to nurture 
and enlarge children’s understanding, trust, and confidence, through 
the sharing and transferring of insights and responsibilities between 
adults and children” (p. 33).
Consent and confidentiality. Laws governing minor consent to 
treatment will inform the definition of roles for youth and parents in 
SDM. Consent and confidentiality issues can make navigating treat-
ment decisions with youth and their families a complex process. This 
is particularly true for adolescents, who face the unique circumstance 
of having advanced cognitive development but not adult legal status. 
harrison and hunt (1999) discussed tension between the law—which 
in many states does not allow individuals to make treatment decisions 
until they are 18—and the timing of cognitive development, which is 
generally fully realized at 15. While teens are still navigating tasks and 
activities of adolescence, they will soon be adults who can make their 
own decisions about medication (Costello, 2003).
Existing mental health laws in most states give parents the author-
ity to give or withhold consent for their child’s mental health treat-
ment, although recent statutory and case law on minors’ rights and 
medical emancipation processes have imposed limitations (Costello, 
2003). however, in Ohio Northern University Law Review, Costello as-
serted that children’s competence or right to consent to mental health 
medication treatment is an unsettled area of law. Costello argued that 
laws should help youth obtain evaluations, treatment, and services 
that are in their best interest, regardless of parental consent. how-
ever, Costello also stated that such laws should not exacerbate conflict 
between parents and teens and should involve parents when possible. 
Caution should be taken not to exclude adolescents from decision 
making simply because they do not agree with the treatment plan. As 
harrison and hunt (1999) have stated, “When an adolescent chooses 
to inform medical providers that he or she objects to the prescribed 
treatment plan, his or her view may solidify doubts regarding the ado-
lescents’ competence” (p. 6).
regardless of provisions for the age of consent for mental health 
treatment, parental involvement is required at some level in most 
states (Campbell, 2006). Even if this involvement is limited to the par-
ents’ right to be informed of treatment decisions, this can complicate 
confidentiality and privacy issues for adolescents. Even so, confiden-
tial health care for adolescents should allow for communication be-
tween adolescents and their parents and participation of parents in 
the health care of their adolescents (Ford, English, & Sigman, 2004).
SDM for youth requires a balance between establishing rapport 
with youth by protecting their confidentiality and building an alli-
ance with parents (huffine, 2005). Seeking a minor’s assent during 
treatment may provide this balance. Assent is a method for involv-
ing minors in treatment decisions by sharing information with them 
about their condition and expectations for treatment. Assent respects 
a minor’s role in treatment decisions and gradually increases their 
level of autonomy in the process over time. This approach promotes 
“developmentally appropriate participation in shared decision mak-
ing with parents and physicians” (Kuther, 2003, p. 351).
System delivery factors. The length of time for appointments, in-
surance considerations, and the appropriateness of the process are ad-
ditional service delivery factors that should be examined. Evidence 
from studies and feedback from practitioners and clients indicate that 
allowing more time for information sharing, collaboration, and dis-
cussion between practitioners and clients would be helpful or even 
necessary (Edwards & Elwyn, 2006; Fraenkel & McGraw, 2007a; 
Goscha, 2009; Perlman & Dougherty, n.d.; Towle & Godolphin, 1999; 
Towle et al., 2006). however, in a study involving 405 adults with 
newly diagnosed depression, despite statistically significant improve-
ment in patient participation, no difference in consultation time was 
found between clients participating in a SDM approach and a non-
SDM control group. The latter results suggest that usual appointment 
times do not necessarily need to be changed (Loh et al., 2007). Con-
sideration should also be given to the impact of shared decisions on 
health insurance coverage and the cost of services, particularly when 
clients choose alternative or noncovered treatment options (Wills & 
holmes-rovner, 2006). Finally, there are some situations where SDM 
may not be appropriate. These include emergency situations, simple 
procedures, or situations where temporary incapacity for decision 
making has occurred (Deegan & Drake, 2006; Towle et al.).
Identifying outcomes. Identifying outcome measures for the suc-
cessful implementation of SDM should be an early consideration. 
There is still significant debate about what the primary aims of SDM 
should be (Coulter, 2005); thus, appropriate outcomes can vary by in-
dividual settings (Fischer, 2006). Examples of outcomes to evaluate 
the SDM process include measures of the level of client involvement, 
length of consultation time, increased client knowledge of their con-
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dition and treatment options, and client satisfaction with the process 
(Coulter; Loh et al., 2007; o’Connor et al., 2003). health, clinical 
outcomes, and reduction of symptoms have also been used to assess 
SDM (Coulter; Loh et al.). Given the patient- or client-focused nature 
of SDM, it is also necessary to find a balance between outcomes based 
on a client’s individual needs and standardized outcomes based on 
an organization’s expectations. For example, should the utility of a 
SDM process be based solely on symptom reduction and improved 
medication adherence? or should we instead ask, will the use of an 
SDM framework support subjective outcomes of client-rated satisfac-
tion and well-being? outcomes used in general medical settings may 
or may not be relevant to the application of SDM in mental health 
care, and challenges specific to the mental health service should be 
examined during both implementation planning and outcome iden-
tification (Fischer).
Discussion
Today, active youth and family participation is a hallmark of 
evidence-based practice for behavioral health and is equated with 
competent practice in the United States (Institute of Medicine, 
2001; SAMhSA, 2008; Winters & Pumariga, 2007). For example, 
Standard 5 of the Standards for the Practice of Social Work with 
Adolescents calls for “encouraging youths and their families to be 
active participants in their case planning and service delivery” 
(National Association of Social Workers, 2003). however, putting 
these directives into practice requires attention to concrete issues 
and not just belief in a philosophy of patient-provider collaboration. 
Education about the value of SDM and garnering patient, provider, 
and organizational buy-in is essential. This paves the way for 
addressing SDM practicalities such as role definition, consent and 
confidentiality, and deciding on suitable outcomes. Interwoven 
through all of these tasks is the variation in youth developmental 
levels and youth and parent preferences for involvement.
There also remain concerns from some mental health practitioners 
about client capacity to participate in decisions, and a perception 
among some practitioners that the ultimate responsibility for 
treatment should remain under their authority (Schauer et al., 
2007). These challenges may persist despite evidence that individuals 
diagnosed with a mental illness demonstrate levels of the capacity for 
decision making similar to those of individuals not diagnosed with a 
mental illness (Wong, Clare, holland, Watson, & Gunn, 2000). This 
stigma toward mental illness is posited as one of the primary barriers 
to the full inclusion of youth and family perspective in mental health 
treatment (Gyamfi, Keens-Douglas, & Medin, 2007; hinshaw, 2005; 
U.S. Department of health and human Services, 2000, 2003). With 
youth, this is compounded by the stigma experienced by family 
members and caregivers, who are often seen as responsible and to 
blame for their child’s diagnosis (Corrigan, Watson, & Miller, 2006; 
hinshaw). overall, public stigma and self-stigma serve to discredit 
youth perspective and derail opportunities for youth-driven and 
family-guided treatment and ultimately for improving functional 
outcomes. Schauer et al. (2007) cautioned against the potential for 
mental health care providers to “undermine and/or severely limit 
their [patients’] individual potential for growth and reaching beyond 
limited expectations for employment, education and/or housing 
opportunities by citing the possibility of stress, relapse and generally 
negative outcomes rather than promoting growth and shared 
decision-making” (p. 58).
Implications for Practice
Integrating SDM into youth mental health practices holds great 
promise. Evidence suggests that participation in treatment decisions 
can prepare youth for making their own decisions as adults, can be 
therapeutic, and can have positive effects on their self-confidence and 
self-esteem (Butz et al., 2007; Costello, 2003; Tates et al., 2002). how-
ever, more research is needed in order to adequately design a SDM 
model for youth mental health medication treatment. Specifically, 
formal investigation is needed to identify necessary accommodations 
for culturally, sociodemographically, and developmentally appropri-
ate youth involvement and the inclusion of parents in mental health 
treatment decisions (hetrick, Simmons, & Merry, 2008; Pescosolido, 
2007; Sleath et al., 2010). Principles of adult recovery-oriented mental 
health services, such as a focus on hope (Friesen, 2007) or the con-
cept of personal medicine or nonpharmaceutical supports (Deegan, 
2005), should also be explored as potential supports for adolescents 
and families. Collecting input and data from practitioners, youth, and 
parents is critical to developing a process that will work for a range 
of stakeholders involved in youth mental health SDM (Baston, 2008).
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foundation for this webinar on family resilience in the context of child welfare. A purposive sample of families who 
successfully navigated difficult circumstances, completed their case plans, and successfully achieved and maintained 
family reunification were included in the study. Presenter Cynthia A. Lietz, PhD, LCSW, Arizona State University, will 
highlight implications for practice.
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